Article
In 1975, Congress authorized the Education for All Handicapped Children Act , which guaranteed children with disabilities their right to have free public education that is similar to the education received by children without disabilities. In subsequent years, the Act was reauthorized, enhanced, and renamed the Individuals with Disabilities Education Act (IDEA, Public Law 101-476, 1990) . IDEA established Part C early intervention, an interagency program for the coordination of efforts within and across community and governmental agencies, to address the needs of children below 3 years of age with developmental delays and their families. All states have voluntarily elected to participate in the Part C program and adhere to the statutory requirements for the Infants and Toddlers with Disabilities Program (IDEA, Public Law 108-446, 2004) .
Approximately US$450 million of Part C funding is disbursed to states based on census figures of children, birth to 3 years old, that have been counted in the general population. By accepting the funds, a state must give assurances that early intervention services will be provided to all families and their children who meet the eligibility requirements. States also agree to implement mandated requirements of IDEA (2004) , such as the provision of an Individual Family Service Plan (IFSP). Section 636 of IDEA (2004) outlines the requirements for the type of content that must be contained within the IFSP, including a statement of the infant's or toddler's needs based on the results of a multidisciplinary assessment. In addition, the IFSP includes a statement of the family's concerns and the specific early intervention services that will be provided to address the unique needs of the infant or toddler. IFSPs specify the type and frequency of early intervention that will be provided to the infant or toddler. In addition, services must be based on peer-reviewed research (Etscheidt & Curran, 2010) and delivered by appropriate early interventionists, such as speech therapists, occupational therapists, child psychologists, developmental pediatricians among others referenced in the IFSP. The amount authorized for the payment of early intervention services corresponds with the objectives detailed in the IFSP. Although states may not 2
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be fully funded, they are still required to assure equity of access to all of the recommended services that are described in each IFSP.
After a family is referred to have their child evaluated to determine eligibility for Part C funded services, the service coordinator is required to complete all documentation and develop the IFSP within 45 days of the referral. This timelimited assignment is constrained by the necessity to schedule the meeting at a time and place that is convenient to the family. Once a date and time are arranged, meeting participants must be provided with a written notice that will ensure they have had adequate time to make arrangements to attend. In addition, the meeting must be in the primary language of the family unless there are no interpreters available that can accommodate the family's native language. Likewise, written materials need to be translated so that the family can understand the content of the IFSP.
Operating under a strict deadline, service coordinators and early interventionists might, out of necessity, limit their visits and exchanges of information with the family (Woods & Lindeman, 2008) . By shortcutting the process, the quality and comprehensiveness of the IFSP may be jeopardized. Another factor that could skew the content of the IFSP is the perception that parents have about their children. According to Farrell (2009) , parents often depict their children as functioning at a higher level compared with the opinions of early childhood professionals. Consequently, the IFSP may not contain the full range of services that would be beneficial for the infant or toddler. Despite the federal policy that states have consented to follow, studies on the amount of early intervention services provided as compared with what was authorized in the IFSP suggest there are discrepancies (Goetze, 1999; Kochanek & Buka, 1998a; Perry, Greer, Goldhammer, & Mackey-Andrews, 2001 ). The amount of services actually delivered maybe less than what was authorized, depending on the type of service and the characteristics of the children served. Findings from the National Early Intervention Longitudinal Study (NEILS) indicate that most families receive no more than 2 hr of service per week during the first 6 months of early intervention (Hebbeler et al., 2007) . Similarly a study of Early Intervention (EI) services in Kentucky found that children averaged 2.6 hr of service a week during a 6-month period (Hallam, Rous, Grove, & LoBianco, 2009) .
Low rates of early intervention services are a matter of interest because it suggests that infants and toddlers are not receiving all of the important services that they are entitled to receive and as contemplated by Congress. However, should infants or toddlers receive more services than necessary, the consequences could be fewer dollars available to serve additional children. This article explores the relevance of the IFSP policy by examining parent and child variables that are associated with utilization of Part C services, including the amount of funds authorized for Part C early intervention services and the amount of funds expended for those services. The discussion also addresses the relationship between high parent needs and access to services.
Service Utilization
The relationship of service utilization to parent characteristics has been addressed in several studies. Kochanek and Buka (1998a) , in their study of exemplary programs in three states, found no differences in the average hours of services delivered when comparing White and non-White mothers of children receiving early intervention services. The results on mother's education level are contradictory. Studies have found that mothers with college degrees utilized higher levels of early intervention services than mothers with lower levels of education (Kochanek & Buka, 1998a; Shonkoff, Hauser-Cram, Krauss, & Upshur; 1992) . However, Kochanek and Buka (1998b) found no relationship between mother's level of education and use of services. Other family variables that have been studied and not found to be significant to service utilization include family income (Kochanek & Buka, 1998a) , and the level of family needs (Kochanek & Buka, 1998b) .
Several child characteristics appear to be related to early intervention service utilization. Researchers have found that older children received higher levels of services (Fine, Swift, & Beck, 1987; Hallam et al., 2009; Kochanek & Buka, 1998b; Perry et al., 2001 ). Through interviews with 377 programs in Ohio, Fine et al. (1987) found that children above 2 years of age used more services than those below 2 years. Kochanek and Buka (1998b) found that children below 18 months of age used an average of 1.31 hr of service per week whereas the children above 30 months used 2.29 hr per week. Utilizing data from IFSP and payment databases, Perry et al. (2001) found that children above 36 months had the highest rates of service delivery. This study also found that children referred to Part C after age 2 had higher rates of delivered services than those referred between 7 and 12 months.
The relationship of race to service use has also been investigated by Perry and her colleagues (2001) . They found that White children received more occupational therapy than their non-White peers. In contrast, other studies have found no differences in the average hours of services delivered when comparing White children and non-White children (Hallam et al., 2009; Kochanek & Buka, 1998b) . Some studies have discovered a relationship between the level of the child's disability and the number of services utilized. For example, in their study of 190 infants with Down syndrome, motor impairment, and development delay, Shonkoff et al. (1992) found that older children with significant motor impairment received more hours of early intervention services. Hallam et al. (2009) found the presence of skill deficits in areas assessed to determine Part C eligibility is associated with the number, types, and amounts of services children receive. Kochanek and Buka (1998b) combined the child needs with the parents needs into one variable and found no relationship between the resulting measure of family need and service usage. However, a study of a national sample of children aged 1 to 17 found higher levels of services can be associated with increased strain on families (Neely- Barnes & Marcencko, 2004) .
Although the literature does suggest that child and parent characteristics influence service utilization, particularly the numbers of services and hours of service, the variables affecting the amount of funds authorized in the IFSP are unknown as are the factors that influence the amount of funds expended for those services. In search of answers, we examined age of the child, race of the child, family income, caregiver educational level, parent service needs, and child needs in relationship with the number of services received, the dollars authorized, and spent for services identified in children's IFSPs. Also, we investigated parent needs due to their own disability, mental health issues, or substance abuse problems to determine whether the amount of money authorized or spent is higher for parents who have significant personal needs than for parents without such needs.
IFSPs are the mechanism by which services are authorized for families who are enrolled in Part C early intervention. By looking at discrepancies between service allocation and utilization, we can gain a better understanding of how well IFSPs and the services allocation processes are working in Part C.
Method
Every state has a Part C lead agency appointed by its Governor. In Colorado, the lead agency is the Colorado Department of Human Services (CDHS). CDHS contracts with 20 nonprofit organizations to serve as local Part C organizations responsible for providing service coordination and overseeing the development and implementation of the IFSP. Each local Part C organization is responsible for a defined geographical area of the state. In this study, we specifically looked to the local Part C organization that is responsible for early intervention services in Denver, Colorado. Families residing in the City and County of Denver receive their Part C services from Rocky Mountain Human Services (RMHS).
Funds for Part C early intervention services for each child are authorized through the IFSP process and coordinated by RMHS service coordinators. Service coordinators assist the family in the selection of early interventionists and ensure that the selected providers are qualified by education and/or licensure. Community-based providers that want to be part of the RMHS provider network, must be credentialed, maintain professional liability insurance, pass a criminal background check, and sign a contract with RMHS. Families obtain services by selecting from a list of approved providers who are reimbursed by RMHS with federal Part C funds. The allotted funds could be used to purchase traditional or alternative services (Block, Rosenberg, Rees, Hodges, & Kellar-Guenther, 2001 ). Some families obtain additional services for their children through private pay or health insurance. Routine service coordination is provided to families at no charge as required by Part C regulations and expenditures for service coordination was not addressed in this study.
Participants
We limited the study to families whose children were enrolled in Part C for a period of at least 6 months and received at least one early intervention service during the 6 month period that preceded the study. We attempted to contact 191 households who qualified for this study. Fifteen families refused the invitation to participate and 30 families could not be reached within the time frame of the survey. Our sample was reduced to 146 families who consented to participate in the study for a response rate of 76%. The telephone survey produced valid interviews of 141 parents or other primary caregivers. Complete records describing authorization and reimbursement of early intervention services were available for 140 families. Data on one additional family were removed from the analyses as an outlier on expenditures and unexpended funds, reducing the sample to 139 households.
More than half of the respondents (58%) obtained at least some education after high school, while 25% did not complete high school. Seventy-two percent of the respondents were married. Thirty-four percent of families had incomes less than US$20,001, 34% had incomes from US$20,001 to US$40,000 and 32% had incomes greater than US$40,000. The mean child age at the beginning of the year in which data were collected was 19.1 months (range = 0.29-31.3 months; SD = 7.3). Fifty-eight percent of the children were male. Thirty-one percent of the children were White, 13% were African American, 44% were Hispanic, 3% were Native American, and 9% were identified as more than one race.
Measures
Data were collected using four information sources: (a) caregiver interviews, (b) service coordinator reports of child and parent need, (c) service authorization records, and (d) payment records. The parent interviews were conducted by telephone and each interview required between 30 and 45 min. Interviews were administered in Spanish for households where Spanish was identified as the primary language.
Included on the survey were questions about family demographics, including the child's date of birth, gender, family income, and the education level of the respondent.
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For the purposes of these analyses, child race and ethnicity was reduced to two categories: White and not White. Child age was organized into three groups, those who were younger than 12 months, between 12 and 24 months, and those who were 2 years or older. Caregiver education level was categorized into those who completed 11th grade, those who completed 12th grade through an associate degree, and those who completed more than 3 years of college. Annual income was grouped by incomes of US$20,000 or less, US$20,001 to US$40,000, and greater than US$40,000.
RMHS service coordinators rated (a) the level of the child's ability to engage in activities (low, moderate, high), and (b) child's health status (presence of a chronic health condition that required no medical specialty care, occasional or frequent). Interrater reliability was assessed by having the resource coordinators' supervisor review 10% of the children's records and rate the same scales. Interrater reliability was acceptable for Child Health Status (κ = .65) and Child Ability (κ = .47). Identical ratings were obtained for 80% of the ratings of Health Status and 67% for Child Ability. These two items were added together to create a Child Need score (Cronbach's α = .86).
Resource coordinators reviewed each family's records and identified families in which a parent was receiving Social Security Income (SSI) benefits, services for intellectual disabilities, mental health conditions, or substance abuse. Families in which parents received one or more of these services were scored as 1 on a variable indicating the presence of Parent Service Needs.
The average monthly amount of funds was computed from authorization records that listed the child services in the IFSP that were to be paid by RMHS. Payment records for the calendar year were also obtained and used to obtain a count of the number of services that were delivered. Expenditures were the average monthly amount paid for those services. Average monthly unexpended funds were computed as the difference between authorized and expended funds in dollars.
Analyses
Analyses were conducted to test for differences in authorized, expended, and unexpended funds by child and caregiver characteristics. Data analysis was conducted with univariate analysis of variance; post hoc testing was done using the Games−Howell test. Effect size was computed as a partial eta squared, which is equivalent to eta squared in one-way ANOVA, as is the case in this study (Pierce, Block, & Aguinis, 2004) .
Results
We examined variables (race, child age, family income, caregiver educational attainment, parent service needs, and child needs) the literature suggests are related to the amount of services authorized and used. We also examined the relationship of these variables to the total number of child services that the families used. The means and standard deviations for the study variables are contained in Table 1. A comparison of utilization by White and non-White children was also conducted. The two groups of children were not statistically different on funds authorized, expended for services, unexpended funds, or number of services received (see Table 2 ).
A comparison of children by age found statistically significant differences (see Table 3 ) for funds authorized (p < .05) and expended (p < .01). Post hoc analyses using the Games−Howell test indicated that children 2 years of age and older were authorized larger sums than children below a year (p < .05). In addition, children below a year expended less funds than children between 1 and 2 years (p < .01), and less than children above 2 years of age (p < .01).
A comparison of utilization by families' income revealed no statistically significant differences on the study measures (see Table 4 ). Educational attainment was also not associated with statistically significant differences on the study measures (see Table 5 ).
The assessment of parents' service needs indicated that children of parents with needs for substance abuse, mental health, intellectual disability, or other disability-related services were authorized higher levels of funds (p < .05) and had larger amounts of unexpended funds (p < .05) than for children whose parents did not have comparable needs. Average monthly expenditures and number of services received did not differ based on parents' need for services (see Table 6 ). A comparison of children with varying levels of child needs indicated that the amount of funds authorized and expended (see Table 7 ) were not statistically different. However, the amount of unexpended funds (p < .05) and the number of services (p < .05) were significantly different. Testing with Games−Howell indicated that children with the highest needs had higher levels of unexpended funds than children with the lowest levels of needs (p < .05). Post hoc testing also indicated that children with the highest levels of needs received significantly more services than children with the lowest levels of needs (p < .05). 
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Discussion
This study examined the impact of family and child characteristics on the authorization and utilization of services for children enrolled in Part C early intervention. The results of this work indicate that child services specified on the IFSP are impacted by those characteristics as is the utilization of those services.
Demographics
Caregiver's education level, family income, and child's race were not found to be significant predictors of service utilization. The finding that utilization was unrelated to race is consistent with prior studies (Hallam et al., 2009; Kochanek & Buka, 1998b) . The only statistically significant demographic was child's age, which was related to authorization of funds for early intervention services. Children who were above 2 years were authorized for more money, spent more money on services, and had a greater number of types of early intervention services.
Our results indicate that older children received more services than younger children. The finding that fewer funds were authorized and less was spent for younger children is consistent with earlier work that found that younger children tend to use a smaller proportion of authorized services than older children (Perry et al., 2001) . It seems likely that child age influences how much service parents and providers think is appropriate. Perhaps increasing age creates a greater sense of urgency that parents and providers feel about serving the child.
In addition, the greater stamina of older children may allow them to participate in more services. It is also possible that parents of older children have a clearer idea of what services are needed and so are asking for and using more services than parents of younger children. In addition, it seems likely that older children will have been in services longer and will have had more opportunity to acquire a larger number of services, as well as their parents learning to express their child's needs and concerns after multiple IFSP meetings.
Child and Parent Needs
Greater levels of funds for Part C services were authorized when parents were receiving services for their own substance abuse problems, mental health issues, intellectual, or other disabilities. The children of these parents received the same number of services as other groups, and used a similar amount on early intervention. Thus, families with parents having greater personal needs did not tap into the "extra" early intervention services that were made available to them. The underutilization of available services observed here is similar to the findings of families in which abuse or neglect is a problem; they use less than average amounts of Part C funds (Lippitt & Shonkoff, 2004) . This finding may be important because it could mean that children of high needs parents are less likely to be able to make use of additional Part C services their children need. Powell, Cooper, Hoffman, and Marvin (2009) described the problem of high risk parents not taking advantage of therapeutic services for their children as a consequence of a lack of trust and support in their own lives. Accordingly, they do not have the confidence to accept assurances and build a therapeutic alliance with child practitioners. It may be that these parents need individualized supports to become secure as caregivers before they will make use of the services that are available for their infants and toddlers (Sarimski, Hintermair, & Lang, 2013) .
Greater levels of child needs were not strongly associated with greater authorizations of funds. Children with more serious disabilities received a larger number of services, but not more funding than children with lesser problems. Overall, the amount of services used was not different for varying levels of parent or child needs. This finding is similar to that reported by Kochanek and Buka (1998b) who did not find a relationship between service utilization and child or family needs.
Part C services place high demands on the time of a child's caregivers. This may be a barrier to the child receiving services as time may not be a flexible commodity for working parents or caregivers, thus limiting opportunities to set appointments for accessing early intervention services. Child development professionals and policy makers may need to rethink whether home-based services with parents and caregivers being present and involved are feasible for all families (Kellar-Guenther, Rosenberg, Block, & Robinson, 
2013
). This Part C family time commitment may be particularly burdensome for parents who have their own physical or mental health service needs. Furthermore, there exists a strain on families whose children have severe disabilities that demand even more of the caregivers' time and close attention. Consequently, the emotional stress and social isolation experienced by caregivers can affect their physical and emotional health (Merkle & Kuster, 2004) , impacting their ability to take advantage of available services for their children. Moreover, parental stress can be a causal factor in reversing a child's gains from early intervention services (Osborne, McHugh, Saunders, & Reed, 2008) .
Families may find it difficult to tap into additional services even when parent needs are low, but the child needs are high. Perhaps, the demands of multiple services and instances of illness make it difficult for families to utilize all the services that are available to them. It is also possible that families do not use the additional funds because the typical service delivery systems are unable to deliver services at the higher rates authorized for these families due to a lack of available and qualified providers (McWilliam, Young, & Harville, 1996) . The federal government acknowledged the issue of personnel shortages in early intervention services during its implementation of The American Recovery and Reinvestment Act (ARRA) of 2009. High on the list of recommendations for the use of the US$500 million ARRA funds included increasing provider effectiveness and reducing shortages of qualified personnel in key areas such as speech language, occupational therapy, and physical therapy (American Recovery and Reinvestment Act [ARRA], 2009). Over the last 3 years, many states have embarked on personnel development strategies to counter the shortage of early childhood practitioners in urban and rural areas. The National Early Childhood Technical Assistance Center's (2012) review of Part C services nationally also identified shortages of qualified providers and leadership personnel as key reasons for delays in meeting the needs of families in a timely manner. Similarly, a rising incidence of mental health issues among infants and toddlers has brought awareness to the limited number of qualified professionals with expertise in early childhood mental health (National Scientific Council on the Developing Child, 2012). In a related issue, Raab and Dunst (2004) reported considerable differences in the knowledge and skill levels of early childhood practitioners. Further work is needed to examine and search for solutions to the barriers that prevent utilization of services for families with infants and toddlers exhibiting delays or disabilities.
The authorization of services is only one step in the process of connecting families with services. Perhaps families with high needs require more intensive service coordination than is typically available to make use of the higher levels of child services that are authorized for them (Jackson, Finkler, & Robinson, 1995) . As the IFSP is also intended to help the entire family, linking parents to support groups and direct services paid using Part C dollars could bolster the family's ability to access appropriate levels of early intervention services. Future studies should try and account for the effect of ancillary as well as direct services for family members when examining best practices for the delivery of early intervention services.
This study has implications for how states monitor the quality and completeness of their early intervention services under Part C. States are required to report on the number of children with IFSPs, the number who receive each of the specific services and where they receive those services (Harbin, Rous, & McClean, 2005) . However, states are not required to monitor the intensity of services (Harbin et al., 2005) . This lack of focus on intensity of services could be problematic. Like previous studies, this article offers evidence that many families do not use all of the services that are authorized in the IFSP. It would be useful to know why underutilization occurs. The fact that it happens in the presence of high child and parent needs should prompt researchers to investigate this phenomena as well as examine whether children and families are adversely affected by their inability to use all of the services that are available to them.
Limitations
These findings are based on service utilization in one city. It is likely that patterns of service authorization and expenditures will vary in different regions of the nation. In this study we were able to examine only one source of funding for services, the Denver-based early intervention agency that was responsible for delivering service coordination and monitoring the implementation of the IFSP. However, it is likely that some families also had access to health insurance and personal funds to pay for additional and unreported early intervention services. Therefore, these results may underestimate the amount of funds expended. In addition, it is possible that the families with multiple sources of available funding for services may not need to spend funds allocated by the early intervention system.
Future Directions
Future research should obtain all utilization data from families, including expenditures by Medicaid, private insurance, and private pay, to determine whether the relationships observed in this dataset apply when all sources of funding are taken into account. There is a strong need within the Part C program to more thoroughly evaluate the array of funding sources used to satisfy an IFSP. Such data are needed to determine whether resources from various sources are complementing each other by funding different 8
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services to meet diverse needs of families and children, or whether resources from different agencies are paying for the identical or very similar services for the same families and children.
This and other studies have shown some consistency in how early intervention services are utilized. Most interesting is the tendency revealed here for IFSPs to authorize more services to families with high needs and for these extra services to go unused. This suggests that IFSP teams, at least in the community studied, operate under the assumption that giving more services is a strategy for addressing family and child problems. As families with high needs are allocated more developmental services than they use, it may be prudent for programs to look at how they manage the resource distribution to these families.
Given that a cornerstone of Part C policy is a focus on the entire family, there would be value in more research on direct supports to parents of high needs families and whether such special efforts yield better outcomes of early intervention services. In addition, the delivery of early intervention in the family's home or a setting of their choice has been considered best practice in the belief that services delivered in a natural environment diminishes some level of stress on the child and his or her parents. In theory, the home setting allows therapists to gain an accurate picture of the child's delays, behaviors, progress, and parent interaction. There is also a belief that while in the home, the early childhood interventionist will have an opportunity to instruct the parents on a therapy regimen they can engage in with their child, as homework, using toys, or other familiar household objects. However, there is reason to believe that early intervention services provided in the home does not produce all of these expected benefits (Kellar-Guenther et al., 2013) .
This study found that contrary to expectations, the home environment was not superior to specialty and clinic settings on parent involvement in early intervention activities. Finally, it would be helpful to know under what conditions center-based services would be a justifiable treatment setting for the child and parents, and whether public policy on preferences of using natural environment settings for the implementation of the IFSP should be grounded in empirical evidence or driven by a philosophy of practice.
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